There is properly no history; only biography. After knocking on many, many doors, I found a full-time job as assistant to the chemist in a glue factory. The laboratory had miniature steam vats where substanceswere tested before they were sold for such varied uses as sealing cartons and covering gravestones before engraving to protect the stone from damage by the lettering. After only a few months, the company decided to move to New Jersey and I was out of work again.
Hospital), Jos Kahn (Maimonides Hospital), Julius Carr (Brooklyn Hospital), and Louis Dotti (St. Luke's Hospital).
Their purpose was to organize a professional organization of clinical chemists, locally at first, and then nationally. Two major concerns were the needs to upgrade the qualityand accuracy of chemical analyses and to review and clarify their relationships as professional Ph.D.-chemists with medical colleagues and the public. Of this group, only Samuel Natelson remains. Bernard Klein (1) has described the follow-up organizational meetings and the subsequent affairs and scientific activities of the New York Metropolitan Section through 1955.
I knew that a valuable addition to the record would be the personal recollections of AACC members, emeritus or still active, who were working in clinical chemistry laboratories in New York City at the time of the founding. I wanted to add a needed firsthand dimension to a historical record of clinical chemistry around the time and place that this new sciencefirst gained recognition as a separate scientific enterprise in the United States. In searching through the current membership roster, I recognized 11 such individuals. I wrote them and asked for their memories of the personalities, facilities, and practices of clinical chemistry during the late 1940s and early '50s. Four responded.
During the preparation and editorial review of this collection, two of the respondents died-sad events that added emphasis to the importance and urgency of gath- After knocking on many, many doors, I found a full-time job as assistant to the chemist in a glue factory. The laboratory had miniature steam vats where substanceswere tested before they were sold for such varied uses as sealing cartons and covering gravestones before engraving to protect the stone from damage by the lettering. After only a few months, the company decided to move to New Jersey and I was out of work again.
Answering a want-ad in The New York Times, I found ajob with Harry Sobotka, Ph.D., who was collaborating with Jesse Bullowa, M.D., at Bellevue Hospital on a pneumonia project. Antiserum from horses injected with Pneumococcus was concentrated and then injected into patients suffering from pneumonia, in the hope they would build their own antibodies. I was particularly interested because my mother had died of pneumonia a short time before. But after the discovery of penicillin this project was abandoned.
In the meantime, Dr. Sobotka became Chief Chemist at Mt. Sinai Hospital in New York City and promised me a job as soon as it could be arranged. I became a research assistant for a short time. However, the Trustees didn't approve of women in the chemistry laboratory, and it took a great deal of persuasion and a large decrease in salary when the previous male assistant left. One of the stipulations was that I should give full attention to running the routine hospital laboratory and not do research. I soon found that with a little juggling I could do both. As long as there were no complaints about the routine laboratory, Dr. Sobotka urged me on.
During World War II, Mt. Sinai was an interesting place to be, because we had so many outstanding physicians, chemists, and other scientists from many countries. To name a few-Dr. Bela Schick from Vienna, who became Head of the Children's Pavillion; Dr. David Adlersberg (also Viennese), interested in diabetes; Dr.
Mario Volterra, an outstanding Italian professor of medicine; and Dr. Kurt Stern from Germany, with whom I worked on the electrophoresis of proteins. Sometime later, Dr. Anna Weizmann, sister of the first president of Israel and also a chemist, visited us for a few months.
In 1950,1 came to Washington, DC, to give a paper on electrophoresis and was offered a position as head of the chemistry laboratory at the Municipal Hospital (D.C. General). Since the pay was about twice as much as at Mt. Sinai, and it was an opportunity to develop the laboratory, I moved to Washington. Within a few months of my arrival, the ramshackle, leaky, building was replaced with a new modern structure for laboratory service.
I started with four technicians, providing services from 0800-1630 h Monday through Friday only, with no night, weekend, or holiday emergencies, and about 20000 tests per year. By the time I retired in 1971 the laboratory was highly computerized, staffed with 38 technicians on three shifts (including weekends and holidays), and turning out about three million tests per year. We were the teaching hospital for the medical schools of Georgetown, George Washington, and Howard Universities.
One of the first things I did when I came to Washington was to apply for the Ph.D. program of Dr. Michael X. Sullivan, head of the chemistry department at Georgetown University. Since he remembered a paper I had written years before, he acceptedme immediately and told the Registrar I was coming down. This was quite different from the practice at the universities in New York; in To my dismay, one of my technicians was color blind and the sugars were always wrong when she did them. The laboratory was well developed for its time and we did the following analyses: chloride, uric acid, Van Slyke C02, protein, albumin/ globulin ratio, aniylase, alkaline and acid phosphatase, calcium, and phosphorus. Sodium and potassium were done chemically and only in Addison's disease. The blood bank was under the control of clinical chemistry and did only blood typing and crossmatching.
The chemist in charge of the laboratory really did chemical work. I prepared standards and reagents and designed special tests when the clinical problems called for it. I remember having to set up techniques to measure strychnine when two casescame to the hospital. On another occasion, the need was for mercury analysis, when a death resulted from poorly rinsed catheters previously cleaned with bichloride of mercury. Chemistry was practiced to the fullest extent of the word. The laboratory was a hub of the hospital, a consultation service, a development center for new methods; the chemist had to acquire clinical knowledge to function in that environment.
All that is in the past. At the present, all reagents and standards are bought. A great deal of money is spent shipping water across the country. The methods are developed by instrument companies, and the laboratory may be at some distance from the hospital, with numbers relayed by computer or fax. Residents no longer come to the laboratory to discuss their patients. All in all, the chemist has become a manager.
I am still practicing clinical chemistry in the way that I began and am still interested in mechanisms of disease. I work very closely with clinical people in the hospital investigating diseases. I contribute chemical knowledge and they contribute clinical acumen. I have enjoyed every day of it and hope to continue in the same fashion.
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